In the present case the striking remission of symptoms and subsidence of the exophthalmos would also have been consistent, as these tumours are known to retrogress occasionally.
The section from biopsy material and' the puncture of the secondary deposit in the tibial marrow would both have supported the diagnosis, as the typical rosette formation of neuroblastomata is frequently absent in young subjects.
No primary suprarenal tumour was, however, found and only the final histological examination of autopsy specimens demonstrated the diagnosis of primary lymphosarcoma of the nasopharyngeal lymphoid tissue. occurred while penicillin was being given) produced viscid mucopus. One stertorous breath taken through mouth for each 8 to 12 inspiratory efforts per minute. Sucking-in of lower ribs and suprasternal and submandibular regions. Orthopnceic. Fed on expressed breast milk by pipette three-hourly. November 21, 1947: Probe passed into nostrils met bony obstruction at 1 inch on either side. Breast feeding exhausted child after five sucks. Alternate tube and bottle feeds. Baby collapsed in asphyxial attack in which respiratory efforts reached 80-100 per minute. Revived in oxygen tent when tongue pulled forward.
Decemblr 4: Lipiodol X-ray of nose showed obstruction. Nasal discharge less after this. At times three or four consecutive breaths through mouth. Changed from breast milk to half-cream Cow and Gate. January 21, 1948: CEsophageal feeds abandoned. Breathing through mouth much more easily.
February 27: Very well. Satisfactory weight gain ( fig. 1 ). Breathing through mouth but with some effort. Cann, within a day or two of birth, the complaint being intermittent asphyxia and difficulty with sucking.
Diagnosis.-Bilateral choanal atresia. It was decided to treat her conservatively, and she was seen again at Guy's at 6 months old, when she was gaining weight and managing well. At her next visit, three months later, she was having difficulty with taking solid food, and it was decided to admit her.
Admitted on her first birthday, but no surgical treatment undertaken for three months.
Operation, on 9.10.47, under general anesthesia. Both diaphragms were broken down and found to be membranous. The child was breathing through her nose within forty-eight hours of operation, and has remained well since. Without anesthetic a labyrinthine gouge was passed through each side of the nose in turn and an opening made through the obstructing diaphragm on each side. The diaphragm was bony.
The patient's condition was at once improved and she was discharged a week after operation. She was readmitted once or twice in the next six months and once more recently for the apertures to be enlarged.
Dr. Philip Evans: This rare congenital anomaly ( fig. 2) interests the pvdiatrician primarily as a cause of neonatal asphyxia; it is well to remember that in the newborn child "the nostrils are the proper channel through which respiration takes place, that breathing through the mouth is an unnatural accomplishment learned afterwards" (Ronaldson, 1881 , Edin. med. J., 26, 1035 . The difficulty may have been exacerbated in Case I by micrognathia. The key to the diagnosis is that there is inspiratory recession in the submandibular region as well as of suprasternal tissue and the lower part of the thorax, i.e. the obstruction is above the level of the glottis. The intermittent manner in which the obstruction (due to the apposition of tongue and palate) is overcome is also characteristic. The consistency and position of the post-nasal plates may be gauged by probing, while lipiodol dropped into the nostrils provides an elegant radiological demonstration of the lesion.
